There are no wrong turningsdonly paths we had not known we were meant to walk. Guy Gavriel Kay, Canadian writer (b. 1954) 
It's one thing to feel you are on the right path, but it's another to think yours is the only path. Paulo Coelho, Brazilian writer and musician (b. 1947) Egas Moniz performed the first angiogram in 1927 to image the cerebral circulation; this was followed 2 years later by the first aortogram. Following the description of the Seldinger technique in 1953 [1] , transfemoral access (TFA) in interventional radiology became the mainstay of access for diagnostic angiography and intervention. Other sites of arterial access are rarely used unless specifically indicated; examples include pedal/popliteal access for revascularization of chronic total occlusions and brachial/axillary access for visceral procedures where TFA is not technically feasible. However, each of these alternative access sites carries a significantly higher complication risk when compared to TFA.
The radial artery is a vessel that has been largely overlooked by interventional radiologists despite being described and adopted as a routine site of access by interventional cardiologists in many centers around the world. Indeed, transradial access (TRA) for diagnostic coronary angiography was first described in 1989 by Campeau at the Montreal Heart Institute [2] and is now the preferred site of access for approximately 40% of percutaneous coronary interventions in Canada. When compared to TFA, TRA has been associated with significantly reduced vascular and bleeding complications (TRA ¼ 0.9% vs. TFA ¼ 8.3%) and has shown to be beneficial in coagulopathic patients in whom obtaining hemostasis is an issue. Why then has this technique not been readily adopted by interventional radiology?
Many radiologists provide the same arguments for not considering TRA for interventional procedures:
1. Why change? TFA works for me. 2. I never have access site complications with TFA. 3. TRA is associated with a risk of causing a stroke. 4. TRA will cause hand ischemia if the radial artery gets thrombosed. 5. The radiation dose to the operator is higher with TRA.
Although valid statements, all have been disproved in multiple well-constructed randomized clinical trials in the cardiology literature. Of the previous statements, the one that causes most concern and anxiety amongst interventional radiologists is the potential issue of causing critical hand ischemia following TRA. However, what is not widely appreciated is that there is a reproducible and reliable clinical test for the assessment of the palmar circulation called the Barbeau test (named after a Canadian cardiologist who first described it). This test is routinely performed prior to performing TRA and identifies patients with an incomplete palmer arch circulation in whom TRA should not be performed due to the risk of causing hand ischemia should an access related complication arise.
TRA is ideally suited for endovascular intervention of visceral branch vessels, which arise and advance inferiorly from the aorta. This is especially useful in the setting of Fibroid embolization and hepatic oncologic treatment. TRA allows patients to lie in any position post intervention, instead of mandatory supine position for 4-6 hours.
With all of the advantages offered by TRA, it seems logical for radiologists to offer this alternative access to patients not only for their benefit, but also for ease of endovascular intervention and for improved work flow through the radiology department. Next time you step into the angiography suitedThink Radial!
